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Thousands of seafarers have already ring-fenced 
their old and legacy certificates with Maritime NZ 
for life.

Ring-fencing keeps all your options open, 
including moving into SeaCert at a later date.

If you would still like to ring-fence let us know 
by 1 September 2017. Otherwise your tickets 
will expire from 2 September this year. 

Check online and ring-fence your tickets now.  
maritimenz.govt.nz/ringfence

It’s free and easy to do.

RING-FENCE BY SEPTEMBER 1ST 
OR IT’S A GONER.



Man overboard  
while rigging ladder
A bosun who was rigging 
an accommodation ladder 
on a 265 metre cargo ship, 
ended up lost at sea when 
the steel wire securing his 
safety harness to the ship 
suddenly snapped.

The ship was approaching a South 
Island port two years ago, and the 
bosun and a deck trainee were 

preparing the accommodation ladder 
ready for when the ship berthed. The 

bosun, in his 50s, was wearing a  
full-body safety harness tethered to 
a safety wire, but had failed to don a 
lifejacket before going over the ship’s  
side to free the ladder. 

He had asked the deck trainee to go and 
get lifejackets from the crew changing 
room, but did not wait for the trainee to 
return before climbing over to try and 
erect the ladder’s handrail. The trainee 
was holding out the lifejacket to the 
bosun, who was standing on the lower 
section of the ladder, when he saw his 

colleague having difficulty pulling up the 
seaward side handrail and trying to apply 
force. The bosun then lost his balance and 
fell off the ladder. 

The 1.5 metre tether on his safety harness 
should have halted his fall. The wire 
that it was attached to was sheathed 
in plastic. It extended the length of 
the accommodation ladder and was 
secured to the ship. But once the wire 
was bearing the full weight of the man it 
suddenly parted.

A bosun lost his life when the steel wire snapped that was securing his safety harness to this ship. 
The man was not wearing a lifejacket while over-the-side rigging this accommodation ladder.
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LOOKOUT!  POINTS

The bosun fell about 10 metres into the 
ocean where he was seen waving for help. 

The deck hand used his radio to raise 
the alarm and a mechanic working at the 
stern threw a lifebuoy into the water. The 
man was last seen trying to swim toward 
the lifebuoy.

When the ship’s Master relayed an alert 
on the VHF radio, the skipper of the pilot 
vessel behind volunteered to pick up the 
stranded man. Once at the scene, though, 
there was no sign of the bosun except for 
a pair of gloves and a hard hat. 

A helicopter, two tugs, rescue craft, 
fishing vessels and the cargo ship joined 
in the search – but they were unable to 
locate the man, despite it being a sunny 
day, with only light winds and mild sea 
conditions. 

  � This fatality shows how essential  
it is for the owners and masters of 
vessels to ensure comprehensive 
maintenance checks on wires are 
regularly carried out.

  � The Transport Accident Investigation 
Commission (TAIC) found that the point 
at which the wire failed was severely 
corroded.

  � A safety lifeline, which is critical 
equipment, should be constructed to 
industry best practice and regularly 
maintained. 

  � The wire was not entered into the 
ship’s planned maintenance system 
or wire rope register. Therefore there 
was no record of it ever having been 
examined, maintained or tested.

  � It is likely water seeped through 
cracks in the plastic sheathing and 
gradually corroded the steel wire.

  � TAIC found that it is unsafe to use 
plastic-coated wire for any rigging that  
is required to be inspected regularly.

  � Over time the plastic had cracked 
and became discolored; and it had been 
over-painted. This meant any visual 
inspection of the wire would have been 
obscured by the discoloration and paint.

  � Although the accommodation ladder 
had recently been inspected and tested, 
the condition of the safety wire indicated 
it was unlikely to have formed part of the 
inspection. 

  � This incident also shows a lifejacket is 
essential for personnel working over the 
side of large ships, as well as a safety 
harness.

  � The bosun chose not to observe 
normal operating procedures – and 
contravened Maritime NZ’s Code of Safe 
Working Practice for merchant seafarers 
– by not wearing a lifejacket.

  � The weight of his clothing and 
harness would have made it more 
difficult for him to remain afloat without a 
buoyancy aid, or to swim to the lifebuoy. 

  � TAIC also found that the actions of 
the bridge team were not intuitive during 
the attempted rescue. They should have 

noted the ship’s position, and thrown a 
lifebuoy over the side which had a light 
and smoke signal to better mark the 
position. If the bridge team had sounded 
the general alarm all crew would have 
been immediately available to help with 
the recovery.

  � As the position where the bosun 
went overboard was not well marked 
or recorded, search and rescue vessels 
had difficulty locating the correct search 
area – wasting valuable time.

  � The Master broadcast ‘person 
overboard’ on the VHF radio, and the 
pilot boat skipper volunteered to pick 
him up. But it would still have been 
prudent for the ship to have returned 
to the scene – or at least ensure the 
vessel’s forward momentum slowed by 
operating the main engine astern, and 
trying to remain within sight of the man.

  � Three long blasts of the ship’s whistle 
– indicating person overboard – would 
also have helped reassure the man in the 
water that a rescue was underway.

  � In the circumstances, an immediate 
Mayday call may also have assisted.

The wire of this safety line was severely corroded under the plastic sheathing.
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Delay in mounting 
rescue fatal
The failure of a kayak hire 
operator to provide an 
adequate safety briefing,  
and to track the location of 
his clients, contributed to the 
deaths of two international 
students on a South Island 
alpine lake.

A further three students in the party 
of 11 also suffered from cold 
water immersion, and were near 

death when a rescue helicopter finally 
hovered overhead.

At District Court sentencing, the Judge 
told the Court the operator’s “greatest 
failure” was that, once the weather 
changed for the worse, he did not make 
visual contact with the kayakers, and did 
not mount an effective rescue operation.

The operator pleaded guilty to charges 
under the Health and Safety in 
Employment Act 1992 and the Maritime 
Transport Act 1994. He was sentenced 
to 200 hours community service and was 
ordered to pay $324,500 in reparations, 
including $115,000 to each of the families 
of the young men who died.

The weather was initially warm and the 
lake calm on the late September day, 
when the visiting party set out in five single 
and three double kayaks they had hired 
between them. 

The operator who hired out the paddle 
craft ran a ‘resort-style’ kayaking 
business. His sign, near the lake edge, 
indicated the operating area was up to 
five kilometres from shore. The man had 
limited experience of kayaking himself, 
and the hirage was aimed mostly at 
tourists and back-packers – many also 
with little experience. 

About 1.40pm that day, the student group 
arrived at the lake and was given a limited 
briefing – which did not include safety 
warnings about changeable weather and 
the dangers of prolonged immersion in 
cold alpine waters. The nine men and 
two women were aged 20–22. They wore 
lifejackets but not wetsuits, and did not 
carry any communications device. Only 
one was an experienced paddler, with 
several of the others never having been  
in a kayak before. 

Earlier in the day, at breakfast, some of 
the group had sighted an island eight 
kilometres off-shore. Once out kayaking, 

the whole party decided to strike out for 
the island – but on the way across they 
spread out into three groups. After an 
hour or so the wind whipped up from the 
east, and five people ended up capsized. 
In the deteriorating conditions and with 
limited experience, none of them could 
re-board. 

The first to capsize were one man in the 
middle group and a woman in the rear 
group of two. The woman’s companion 
came to her aid, but he was also flipped 
out in the half-metre waves. That pair 
decided to swim for the western shore.

Meanwhile all three men in the middle 
group tried to assist their friend in the  
lake. Two ended up in the water 
themselves, and it was decided the third 
man should paddle to the island to raise 
the alarm – believing someone ahead had  
a cellphone. 

The remaining three men clung to a kayak 
for a prolonged period hoping for rescue. 
When one of them succumbed to the 
conditions and his body drifted away, the 
other two hung on to either side of the 
kayak and kicked for the western shore. 

Up ahead, the first to the island in the 
advance group was the experienced 
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female kayaker and a male in one of the 
doubles. The pair were unaware their 
friends were in danger. The next kayaker 
to paddle in shouted a warning that they 
needed to call for help.

However, none of them had brought 
a cellphone along. With no form of 
communications the group could not raise 
the alarm. They started a fire hoping the 
smoke signal would draw attention. Two 
of the young men tried to paddle for a 
house on the eastern shore, but waves 
flooded the kayak.

Back at the lakefront, the operator had 
been distracted for 40 minutes by other 
customers. Once he realised the weather 
had turned to a strong and cold easterly 
wind, he could not see any sign of the 
student group. 

A safety plan for the operation outlined 
that he should keep a watch on kayakers 
using binoculars, and if anyone was in 
distress take out a motorised lifeboat to 
reach their location. His rescue vessel 
could only hold three adults, so would  
not have been able to pick up all those  
in water anyway. 

When he eventually launched the boat, 
he was also turned back by the choppy 

conditions. He had no cellphone or other 
communication device to contact rescue 
services. After taking considerable time 
to seek the help of locals for sightings 
and the use of another vessel, his partner 
arrived at the scene and finally 111 
was dialed.

By this stage, the five students had 
already been in the lake more than 
an hour. Survival times for cold water 
immersion are generally about 40 minutes. 

A further 45 minutes later, around 5pm, 
the first to be rescued from the western 
edge of the lake was the woman 
swimmer. Nearby was the body of the 
20-year-old man who had come to her 
rescue. He died just before reaching 
shore. The exhausted woman went back 
and dragged his body out of the water, 
but could not revive him. 

She was hospitalised, along with the 
other two survivors who kicked to shore 
further along the lake edge. All three were 
suffering from severe hypothermia when 
the helicopter crew picked them up, and 
had a narrow escape. The two men who 
died were among those who went to 
assist their friends.

  � This operator did not comply with 
his responsibilities and follow his safety 
plan.

  � He should have kept a watch on 
the location of the kayakers; and 
should have implemented an effective 
emergency plan. This should have 
included taking a suitable rescue boat 
out when the group was no longer in 
sight and the weather turned. 

  � All adventure tourism operators 
must take appropriate steps to ensure 
the safety of customers. In this case, 
the clients should have been warned 
to remain within a safe distance from 
shore.

  � The judge acknowledged this man 
was intending only to run a resort-
style kayaking hirage, close to shore. 
However, cold water immersion is 
a constant danger with alpine lakes 

and this should have been part of a 
comprehensive safety briefing.

  � Inexperienced kayakers need to 
remain near land. Operators must 
assess thoroughly what level of 
experience their clients have had on 
the water – and especially their ability 
to re-board a kayak and paddle back to 
safety. 

  � Had he checked properly the kayaking 
background of each individual, this man 
could have specifically instructed the 
group not to head away from shore.

  � Both the operator and the group 
should have had communications 
devices on hand to call for help. 

  � This operator did not react quickly 
enough and ended up raising the alarm 
far too late, with tragic consequences.

  � As it involved a powered vessel, this 
operation should have been entered into 

Maritime NZ’s Safe Ship Management 
System in 2013 and should have 
subsequently transitioned into the 
Maritime Operator Safety System 
(MOSS). 

  � Business owners setting up to hire 
out kayaks and other paddle craft 
should discuss their operating and 
safety requirements with a Maritime NZ 
Maritime Officer. You can find contact 
details for our nearest Maritime NZ office 
on our website: www.maritimenz.govt.nz

  � People who want to assess whether 
to use an adventure tourism operator 
should ask what safety management 
plans they have in place, and should ask 
to see evidence.

  � Anyone venturing onto waterways in 
New Zealand needs to make sure they 
understand the hazards of the local 
environment, and take care with their 
own safety.

One of the kayaks hired by the group, 
where it ended up on the western shore 
of the lake, with the island in the distance.
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Three midwives on a team 
building day suffered thigh, 
knee and hand fractures 
when a passenger vessel 
struck a large wave and they 
were thrown to the deck.

The passenger services company 
was fined $35,000 and ordered 
to pay $78,000 in reparations 

after pleading guilty to a charge under 
the Health and Safety in Employment Act 
1992. The vessel’s master also admitted 
a charge of failing to take all practicable 
steps as an employee, and was fined 
$15,000. 

A strong ebb tide and wind contributed 
to the rough conditions for the morning 
journey to an island near Auckland, 
causing some passengers to feel sea  
sick. To get some fresh air nine of the  
22 passengers ventured on to the bow 

of the 24-metre catamaran, which was 
travelling at its cruising speed of around 
22 knots.

The Master and a crew member were 
seated at the helm, which overlooked 
the bow but only had partial visibility of 
people below.

To avoid the heavy seas, the Master had 
taken an alternate route in the lee of the 
island. But as the vessel approached 
the entrance to the bay to berth, it was 
exposed to large swells. The bow was 
rising steeply and falling as it crested  
each wave. 

A passenger inside warned the mate that 
the group on the bow should be advised 
to return to the cabin seating area due to 
the conditions. However, the mate did not 
move to warn them in time.

As the vessel was nearing the point at 
which a right-hand turn was necessary to 

enter the bay, the skipper announced over 
the loud speaker that passengers should 
be seated or hold on. Those on the bow 
could only partly hear the warning and 
the turn was made within seconds of the 
announcement. 

The mate, at this point, decided to clear 
the deck. But, before he made it outside, 
the vessel hit a large wave and the 
bow dropped with a heavy jolt, tossing 
passengers in the air. 

As the bow rose, the three women landed 
heavily, with one having her grip ripped 
from the railing and landing on her left hip. 
She suffered three fractures around the 
neck of her femur or thigh bone which 
required a steel rod to be screwed to it.

One colleague suffered a fractured 
kneecap and another ended up tumbling 
down a stairwell and fracturing her left 
hand in several places.

LOOKOUT!  POINTS

  � The master and crew failed to follow 
the operating procedures for the vessel, 
which included a requirement to close 
the bow area when the wave height 
exceeded 1.5 metres.

  � Safety measures in a vessel’s MOSS 
(Maritime Operating Safety System) plan 
need to be followed to help safeguard 
the health and welfare of passengers 
and crew.

  � This company did not ensure there 
was clear communication between 
the Master and crew, and that 
crew communicated properly with 
passengers.

  � The location of passengers needed to 
be monitored given the rough weather 
and heavy sea conditions. In this case, 
the ebb tide was working against the 

north-east winds at the entrance of  
the bay causing steep seas.

  � The safety of passengers is 
paramount. Vessels must be operated in 
a manner suitable for the conditions to 
ensure those on-board return to shore 
unharmed.

Midwives thrown  
to deck in heavy seas
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Weak backs and bad 
posture put you at risk

 › Keep a good posture, 
especially when lifting

 › See a doctor as soon as you 
feel discomfort in your back

Most injuries on deck 
are trips and falls

 › Fish slime, etc should be flushed 
from the deck frequently

 › Secure loose gear up off the deck 

One in four accidents on 
a trawler involves a winch

 › Keep the deck around the 
winch operation area clean, 
tidy and free of obstructions

 › Best practice, however, 
is to install winch guards

Machine guards and 
safety stops are there 
to protect you

 ›  Never operate the machine 
with the covers or guards off

 ›  Never by-pass or short circuit 
safety cut-out switches

THINGS TO WATCH
MACHINE 
GUARDING WINCHES

MANUAL 
HANDLING

SAFETY 
ON DECK

HSWA FOR SMALL FISHING VESSELS

Every year one in four gets hurt

94% 28% 26% 

suffered 
an injury…

say they 
had a 
near miss

SAFETY =
+ HSWA

HSWA
Under the Health and Safety at Work Act 2015, all crew must take reasonable care 
to ensure that nothing they do on board harms themselves or any other person. Both 
operators and skippers must make sure the vessel is safe and involve the entire crew in 
managing any risks. Now is the time for you to raise any safety concerns that you have 
with your skipper or operator.

WHILE A LARGE AND

of fishing 
workers 
feel safe…
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52% OF INJURIES INVOLVE 
THE BACK OR HAND*

LOWER BACK 
AND SPINE

FINGERS,THUMBS 
AND HAND SHOULDERS

*ACC Commerical Fishing Data 2016

Lift with your legs 
not your back.

Care with machines 
and winches and 
safety on deck are 
the best way to 
protect your hands.

The most common 
injury from a fall is a 
shoulder injury. This 
can disable you for 
days, sometimes 
weeks.

23% 10%14%

Every year one in four gets hurt
FATIGUE

WHO IS RESPONSIBLE
   Operator  
+ Skippers  
+ Crew  
= YOU

Share the watch and 
stay alert. If you’re 
feeling tired, tell 
the skipper! And 
make sure you’re 
well hydrated.

Alcohol and drugs 
affect decision–making, 
co-ordination, motor 
control and concentration. 
If you’re intoxicated, 
stay safe, stay home.

INTOXICATED

For tips on safe fishing go to 
www.maritime.govt.nz/safe-crews-fish-more

Safe crews fish more
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Workers also 
responsible for 
health and safety
Two crew members on 
fishing trawlers had fingers 
amputated recently as 
a result of attempting to 
carry out dangerous tasks 
on machines that were still 
operating. 

I n two separate incidents on vessels 
off the coast of the South Island, 
both men failed to comply with 

safety processes on-board. One man 
attempted to unblock a fish mincing 
machine while it was operating, and the 
other to grease the drive chain of a rope 
spooler while it was still winching.

Both injuries are a reminder that, under 
the new Health and Safety at Work Act 
2015 (HSWA), the safety of crew is not 
just the responsibility of employers, or 
PCBUs (People Conducting a Business 
or Undertaking). The Act also requires 
workers to take responsibility for their 
own health and safety, and that of fellow 
crew. This means they should follow 

This seafarer had two fingers amputated to the middle knuckles when trying to clear a jam in a fish mincing machine, while it 
was still operating.
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LOOKOUT!  POINTS

  � Workers as well as maritime 
operators (PCBUs) and ship’s masters 
(officers) have responsibilities for health 
and safety under the new Act.

  � In these two incidents both men 
ignored normal safety protocols to take 
unnecessary risks with their own safety. 
Neither were in an emergency situation 
or under pressure to produce, or to 
meet deadlines.

  � Commercial fishing is one of the top 
high risk sectors in the New Zealand 
economy.

  � It is important to remember fishing 
operations are inherently dangerous, 
and to be constantly on guard against 
risky practices.

  � Workers are expected to help make 
workplaces safe. Better decisions are 
made when everyone in the workplace 
shares their knowledge and experience, 
and takes responsibility for a safe 
working environment.

  � Guidance on responsibilities under  
the HSWA can be viewed at: 

maritimenz.govt.nz/hswa

established operating procedures, 
and always think about safety when 
carrying out tasks. Workers should also 
raise any health and safety concerns 
with management or their health and 
safety representative.

In one case a worker in the fish factory 
of a trawler had two fingers amputated 
to the middle knuckles while trying to 
clear a jam in the fish mincing machine. 
The machine was still running when he 
inserted a metal tray rod through a small 
gap in the machine guard – poking the 
rod at the mincing mechanism. The tray 
rod got stuck in the working parts of the 
machine while two of his fingers were 
inside the rod’s handle. The fingers were 
severed in the scissoring action.

Aged in his early 20s, the man says he 
does not know why he failed to follow 
normal safety protocols. The machine 
had factory guards in place, and in the 
past he had followed standard operating 
procedures by stopping its operation 
before clearing blockages. 

He was an experienced crew member 
and he had worked with the machine 
for two years. It was the first time he 
had tried to use a tray rod to clear it. 

The operator has now further improved 
guarding on the machine, and metal tray 
rods have been removed company wide.

Meanwhile a seafarer, 35, on another 
vessel had two fingers surgically 
amputated after his hand was pulled 
into the drive chain of a rope spooler. He 
had been attempting to grease the drive 
chain while the winch was still moving. 

The crew member had been previously 
told by the skipper not to grease this 
piece of equipment while it was still 
operating. After the incident, verbal 
and written instructions were issued to 
all employees and skippers on vessels 
operated by the company, making 
it clear that no machinery should 
be greased while in operation. The 
company has also fixed guards to the 
drive chains, and the grease nipples 
have been extended so they are well 
away from the drive system. 

This operator (fishing company) and the 
self-employed skipper both pleaded 
guilty to charges under the old Health 
and Safety in Employment Act 1992, 
and were fined and ordered to pay 
reparations to the victim. 

A seafarer’s hand was pulled into the drive chain of this rope spooler, above 
left, when he was attempting to grease it while the winch was still moving.
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Anchor needed to 
prevent grounding 
A fishing trawler sustained 
serious damage when it 
grounded at a South Island 
harbour entrance, after the 
crew failed to drop anchor 
while attempting to restart 
the engine. 

The relief skipper let the 20 metre 
trawler drift for 15 minutes in a 
shipping channel as he tried to 

restart the engine, while crew waited on 
deck for instruction. 

The vessel was returning to port for a new 
trawl net at about 10.40pm, when it was 
bumped by an object – possibly a log – 
which jammed the propeller and stalled 
the main engine.

Two crew members had been watching 
a rugby league international final on TV in 
the mess. They came on deck while the 
skipper focused on restarting the engine. 
But the skipper did not instruct the crew 
to drop the anchor or assist in any way. 
He told Maritime NZ that he was not sure 
if the crew knew how to work the anchor, 
which could be difficult to use, but he did 
not check with them.

By the time the skipper restarted the 
engine and returned to the wheelhouse, 
the vessel had drifted on to a stony beach 
at the outer entrance to the harbour. In the 
outgoing tide, attempts failed to power 
it off the shoreline. The vessel ended up 
tipped over and wedged against a large 
rock. Contact was made with harbour 

control and the trawler was refloated the 
next day with the assistance of a tug, and 
then pushed back to port.

The incident resulted in considerable 
damage to the trawler, including broken 
external planking on the starboard side 
and damage to deck beams.

Maritime NZ has warned the owner 
operator and relief skipper to make sure 
that safety measures in the vessel’s 
Maritime Transport Operating Plan are 
followed in future. Operators need to 
ensure the safe navigation of the vessel  
in any situation. 
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LOOKOUT!  POINTS

  � Skippers and crews of commercial 
vessels need to understand the Maritime 
Transport Operator Plan (MTOP) for the 
vessel, and follow its safety procedures.

  � If this skipper had followed the MTOP 
for the vessel, he would have dropped 
the anchor while trying to restart the 
engine, and avoided grounding. 

  � He now acknowledges it should have 
been common sense to anchor the boat 
once it lost power. 

  � If in danger, or drifting in a shipping 
route, the first action should be to 

anchor to ensure the vessel’s security 
and that of other marine traffic – 
especially in a shipping lane.

Then crews of other vessels can identify 
the location of stranded or drifting boats 
on their radar.

  � The crew of the trawler should also 
have kept a lookout by all appropriate 
means, including its radar, so they could 
warn other vessels by radio if need be. 

  � All crew members should be trained 
in the operation of essential equipment, 

including the anchor, so they can assist 
in emergency situations. 

  � The Maritime Operator Safety System 
(MOSS) is designed to ensure safe 
operating practices among commercial 
operators – who are responsible for 
developing their own safety system 
covering the entire operation of the 
vessel, including crew training in safety 
procedures. 

  � It is also the responsibility of the 
operator to ensure skippers are 
fully aware of the MTOP and how to 
implement it.
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A safety precaution taken 
by a recreational fisherman 
helped save his life, and that 
of his mate, when their 5.8 
metre run-about capsized 
while pulling up the anchor.

Before heading out for a day’s 
fishing about 9.30am the man, 
in his 60s, listed their trip details 

on a whiteboard at his boating club 
in the lower North Island. He was an 
experienced boatie, and known to be 
safety-conscious. 

When it was noticed, at about 4pm, that 
the trip details had not been removed after 
his “due back” time, the club realised the 
pair had probably got into difficulty. Police 
and Coastguard were called.

By that stage, the men had been clinging 
to the aluminum hull of their upturned boat 
for some time, and were fortunate that the 

wind was pushing them slowly toward an 
island. The seas were choppy – which had 
contributed to the boat capsizing when 
retrieving the anchor.

The system for operating the anchor also 
contributed to the accident. When pulling 
up the anchor warp, to move to another 
fishing location at the rear of the island, 
the skipper noticed the bow line, with a 
shark’s clip attached, was very tight and 
hard to hold on to. He managed to take 
the shark clip off the anchor warp, but 
with a strong current and deteriorating 
weather, it resulted in the anchor warp 
immediately pulling him to the stern  
of the boat. 

His friend came to help, but the weight of 
both men meant the boat started taking 
on water over the stern quarter. With 
the rear of the vessel presenting to the 
rough seas and wind the situation quickly 

became dire. The pair did not realise the 
danger before the vessel capsized.

The skipper was caught under the boat, 
but managed to free himself and join his 
friend. They clambered on to the hull,  
deciding it was safer to stay there than 
swim for the island 100 metres away.

Both men were wearing lifejackets and 
had cellphones on them, but not in 
waterproof bags. The vessel’s EPIRB 
(rescue beacon), marine radio, and flares 
were lost overboard or beneath the vessel.

So the pair was left with no means of 
raising the alarm, other than the trip report 
left on the club noticeboard. 

Meanwhile the seas were deteriorating, 
but there was a strong on-shore wind 
propelling the upturned boat toward the 
island. 

Once they were a safe distance away 
the pair swum toward land, injuring 

Whiteboard notice 
saves fishermen
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LOOKOUT!  POINTS

  � This man’s safety-conscious 
approach helped save him and his friend 
from a long, cold night on the island and 
the risk of exposure.

  � By listing their trip details on the 
club’s whiteboard, the alarm was raised 
in time for a rescue before nightfall.

  � This incident also shows the benefits 
of anybody out on the water carrying a 
PLB (personal locator beacon) on their 
person.

  � If the pair had had a PLB or a 
cellphone in a water-proof bag they 
could have contacted emergency 
services.

  � The skipper got distracted by the 
problem of raising the anchor and did 
not realise the danger that he and his 
crew member were in.

  � This anchor system, using a shark’s 
clip on a line that attaches to the anchor 
warp, is relatively common on smaller 
vessels with solid dodgers. However, it 
did contribute to the capsize. Skippers 
need to be aware of such hazards and 
how to manage them.

  � Their boat had a low transom and 
gunwales – which means less freeboard 
for vessel stability in poor weather, and 
when all the weight is transferred to one 
side or the stern.

  � Skippers and crew must always be 
mindful to keep their vessels balanced 
and ensure they avoid presenting their 
vessel stern-on to rough seas.

  � The decision by these two men to 
stay atop the hull until it was closer  
to the island was the correct one, and 
helped save their lives. This meant  
they were out of the rough seas and  
had less danger of suffering from cold 
water immersion or fatigue. 

  � The system the boat club operated 
– with members able to leave their 
intentions on a white board – ultimately 
ensured that these two men were 
rescued.

Image credit: Rob Suisted/naturespic.com

themselves on rocks as they dragged 
themselves ashore. They worked their way 
toward a small bay, where contents from 
the boat were starting to wash up. 

The flare pack came ashore but they 
decided to save it, because the height 

of the island was shielding them from 
visibility on the mainland.

When a Coastguard boat later came into 
view they set off a flare to alert rescuers 
of their location. Rough sea conditions 
meant it was not safe to recover the men  

by boat, so a rescue helicopter crew was 
called in and winched them to safety. They 
were taken back to the beach they had 
set out from, and treated by ambulance 
crew for minor injuries.
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